Introduction {#s1}
============

Background {#s1a}
----------

The highest burden of mental disorder lies in the primary care setting \[[@r1]\]. The prevalence of depressive disorder in primary care is 6--25% annually, and 10% in men, 20% in women on a lifetime basis \[[@r2]\]. Worldwide at least 10% of primary care mental problems are anxiety disorders \[[@r1]\]. ICPC incidence rates are 2--7 per 1000 for generalised anxiety disorder and panic disorder \[[@r3]\]. They are the most costly mental disorder in terms of societal impact \[[@r4]\] and can be treated effectively in the primary care setting \[[@r5]--[@r14]\]. Medical costs are highest for somatoform disorders and unrecognized or under treated depression \[[@r15]--[@r21]\].

In the Netherlands, mental disorder has long been treated in the mental health setting by secondary care mental health specialists who could be accessed directly by patients in need, the so-called "American bypass" \[[@r22]\]. By the end of the 1990s, research showed that although the prevalence of mental illness in the primary care setting had remained unchanged in the last 30 years, General Practitioners (GPs) referred more patients to mental health settings and treated less patients in their own practice than before \[[@r23]\]. In 1999, the GPs became gatekeepers for mental illness by decree of the Ministry of Health and many consultation projects were started in order to support them in diagnosis and treatment of psychiatric patients \[[@r24]\]. Treatment reimbursement was automatically provided. Now, a change in reimbursement system is being effectuated in the Netherlands: as of January 2008, professionals treating patients for mental illness will be reimbursed based on the Diagnosis Treatment Combinations or DBCs. Evidence-based treatment is described for Depressive disorder, anxiety disorder and somatoform disorder in the Multidisciplinary Guideline for Depressive disorder \[[@r25]\], the NHG Standard for Depressive disorder \[[@r2]\], and the Multidisciplinary Guideline for anxiety disorder \[[@r26]\]. For somatoform disorder, a multidisciplinary guideline is currently being developed.

Problem statement {#s1b}
-----------------

Insurance companies will provide reimbursement by buying so-called care arrangements from professionals when they are able to provide evidence that their treatment modes are evidence based and cost effective. This provides a challenge for these professionals: are they able to identify which patients they can treat by certain diagnostic categories? Are they sufficiently skilled to provide the required evidence-based treatments as described in the multidisciplinary Guidelines for treatment of common mental disorders? And what forms of multidisciplinary treatment for these disorders in the primary care setting exist? These questions were the subject of a survey by the Netherlands Institute of Mental Health and Addiction (NIMHA), based on literature, by interviews with the respective Associations of professionals, and by consulting independent experts in the field. The objectives were to identify which professional groups provide what kind of care in the field of primary mental health care, how this compares with the Guidelines, and how they could contribute to integrated care for mental disorder in the primary care setting.

Method {#s2}
======

A stepwise approach was used: first, a literature search was performed. Second, a field study was performed in which experts in the field and Associations of professionals were asked for advice, information and opinion.

In order to conduct the literature research we consulted not only two databases on scientific articles (Medline and Psychinfo) but also two databases which, in addition to scientific literature also contain so-called 'grey literature' on the matter (the Trimbos-institute catalogue and Nivel catalogue). Since the topic of the study is 'treatment of mental disorder in the primary care setting in the Netherlands' we searched mainly for literature concerning primary care in the Netherlands. We used the (Dutch equivalent of) Thesaurus terms for primary care, primary care psychologist, primary care psychology, social work, general practitioner and psychiatrist. We also included search terms based on interventions from the guidelines, that is: Diagnostic methods; Crisis intervention; Minimal interventions such as bibliotherapy, psycho-education, or self help; Practical and social interventions such as Problem Solving Therapy, practical help, and supportive treatment; Psychological interventions such as short treatment, Cognitive Behavioural Therapy (CBT), Behavioural Therapy (BT), Inter Personal Therapy (IPT), and combinations of treatments; Biological interventions such as medication or light therapy; Non-specific interventions; and Rehabilitation. As Diagnostic classification systems, DSM-IV \[[@r27]\] as well as ICD-PC \[[@r28]\] was taken into consideration. The searches conducted in the four databases resulted in more than 1000 hits. In order to select the relevant articles and reports two researchers selected records based on year of publication (1985 or more recent), the relevance to the current situation in the Netherlands and the specific topic of the publication. This last restriction meant that the topic had to state the *actual* care provided and not *how* it should be provided; this had the strongest effect in reducing the number of publications being included in the study. The researchers performed this qualitative analysis independently, but when in doubt, consensus had to be reached between them. This way, over 70 relevant publications were ultimately identified. These varied from national studies on disease and treatment in the family practice, to studies on professions such as the primary care psychologist to studies on the evaluation of projects on support of primary care psychiatry.

The second step in this study was a field study in which eight independent experts in the field, and six relevant Associations of professional groups, were presented the conclusions of the literature analysis, and asked for advice, information and opinion. In some cases, this led to more data about treatment modes in primary care. These data were added to the results and described there. The opinions of the experts and Associations are integrated in the discussion of the data. Finally, the new description and conclusions were presented again to the experts and Associations and confirmed as a correct reflection of their input.

Results {#s3}
=======

Professionals in the primary care setting {#s3a}
-----------------------------------------

The following groups of professionals in the primary care setting were identified: GPs, social workers, clinical psychologists, primary care psychologist, Psychiatric nurse working in the GPs practice, psychiatrist, and psychotherapists.

Restrictions of the literature study {#s3b}
------------------------------------

Before presenting the results of the study of the literature the following observations should be taken into account: First of all the literature provides mostly descriptions of what professionals *should* do; what they actually do can hardly be found in the available literature. Secondly, professionals use different classification methods to describe their patients, such as the DSM-IV and the IC-PC. This makes the comparison of data difficult. Also, in the literature, results of screening are sometimes unduly presented as clinical diagnosis. Furthermore, all professionals except social workers claim to be able to perform the most sophisticated interventions, a proposition that is not always in line with their level of education or specialisation, and known logistic limitations such as time and setting. Finally, there remains the problem of missing data: some things are just not known. This makes interpretation of data sometimes difficult. This problem was dealt with by consulting the Associations and experts in the field.

Classification systems {#s3c}
----------------------

In primary care, a broad range of mental problems as well as mental illness is encountered.

Therefore, not only mental disorders, but also mental problems or so-called psychosocial problems need to be classified. In both the IC-PC and the DSM-IV, options to do so are provided. In the IC-PC, both syndromes and symptoms can be classified \[[@r28]\]. GPs often use the symptom mode as this suits their way of treatment: expectative, patient-led agenda and process driven \[[@r29]\]. In the DSM-IV, syndromes can be classified, but psychosocial problems as well, by means of the V-codes, such as educational problem, relationship problem, acculturation problem, etc. Therefore, we have chosen to report in DSM-IV classifications. The prevalences as reported by the various professionals in patients in primary care are shown in [Table 1](#tb001){ref-type="table"}.

Diagnosis and treatment provided by the various professional groups is shown in [Table 2](#tb002){ref-type="table"}.

General practitioners (GPs) {#s3d}
---------------------------

Prevalence of mental disorders in GP patients are shown in [Table 1](#tb001){ref-type="table"}.

In the general population study NEMESIS it was found that one in four adults in the Dutch population had a mental disorder in the year preceding the assessment \[[@r30]\]. One in three of these sought help and 80% received treatment in the primary care setting, mostly from the GP. In a primary-care based study, Van der Linden et al. \[[@r31]\] assessed which part of the primary care practice patients has mental problems. On an annual basis, a GP sees 77% of his patients. The respondents of this survey were assessed by General Health Questionnaire 12 (GHQ12) \[[@r32]\] and 22.8% showed diminished mental well being. Apart from these self report data, registered symptoms were taken from the HIS (GP information system). On an annual basis, 125 out of 1000 patients reported mental problems to the GP. One in eight consultations was reported to concern mental problems. In [Table 1](#tb001){ref-type="table"}, prevalence rates from these studies are mentioned, not corrected for co-morbidity.

GPs perform a great amount of care for mental disorders, especially common mental disorders, such as depressive disorder, anxiety disorder and somatoform disorder \[[@r33]--[@r39]\]. They do not consider themselves professionals of choice for severe mental disorders such as schizophrenia or bipolar disorders. It remains unclear to which amount GPs follow their own guidelines \[[@r40]\]. GPs feel the need for supportive care given by primary care psychologists and social workers and practice nurses in order to diagnose, treat and refer patients. They also feel the need for consultation by psychiatrists for cases that need diagnosis or that have a more complex treatment history. This is not only the case in the Netherlands but also on an international level \[[@r41]--[@r48]\].

Social workers {#s3e}
--------------

Prevalence of mental problems and disorders of patients of social workers are shown in [Table 1](#tb001){ref-type="table"}. More than one problem can be scored per patient. [Table 2](#tb002){ref-type="table"} shows that social workers deliver practical and social interventions in clients with psychosocial problems \[[@r49]\]. Social workers provide interventions aimed at improving the social system of the patient, financial, societal and emotional, with a focus of treatment at psychosocial problems \[[@r50]--[@r55]\].

Primary care psychologists {#s3f}
--------------------------

The results for primary care psychologists are shown in [Table 1](#tb001){ref-type="table"}. In the patients with mental problems, possible mental disorder was not taken into account. The total prevalence of mental problems is at least 70.4%, but on top of that, mental disorder might exist.

Primary care psychologists seem to treat non-complex psychosocial problems and common mental disorders without co-morbidity, such as depressive disorder and anxiety disorders, by way of psychological interventions in 8--12 sessions. The interventions provided by the primary care psychologist should be relatively brief. Results of a survey among primary care psychologist show that the according to the psychologist an average of 15 sessions is needed \[[@r57]--[@r63]\].

Clinical psychologists {#s3g}
----------------------

Clinical psychologists are generally trained as certified cognitive behavioural therapists (CBT) \[[@r64]\]. The prevalence of mental disorders in their patients is shown in [Table 1](#tb001){ref-type="table"}.

Per patient more than one category can be fulfilled. Note that in this case, no mental problems are reported, only mental disorders. Especially common mental disorders are prevalent, and co-morbid personality disorder or other Axis I disorders is a frequent phenomenon in 30% of cases. Moreover, 43% had a history of treatment for mental disorder and 15% had co-morbid somatic illness.

Clinical psychologists treat mental disorders that cannot be treated by the formerly mentioned professionals, that is: phobias, obsessive compulsive disorders, and personality disorders, that in a substantial amount of cases coexist with other mental disorders. They need 19 sessions in 15% of their patients, 20--49 sessions in 40% of cases, and over 50 sessions in 44% of cases \[[@r66]\], in spite of the fact that a Health Council report indicates that longer term therapy might not be efficient \[[@r67]\]. Government attempts to limit reimbursement of longer term psychotherapy met a lot of resistance and did not succeed as planned.

Psychiatrists {#s3h}
-------------

Most psychiatrists in the Netherlands are not only medical specialists but also registered by BIG law as psychotherapist \[[@r68]\]. Psychiatrists who are active in the primary care setting do so mostly by delivering psychiatric consultations to GPs and, sometimes, to primary care psychologists or registered psychiatric nurses. GPs have become the gatekeeper for mental health care in 1999 and need support for this from Consultation--Liaison psychiatrists who can provide them with diagnostic and therapeutic interventions and treatment plans as well as referral advice for their patients \[[@r68]\]. This form of support can be delivered by a psychiatrist by means of a patient-centred case consultation \[[@r69]\]. Thereafter, the GP continues the treatment as primary caretaker \[[@r68]\]. The consultation models can differ according to the preferences and needs of the GP. In the classic consultation model, the psychiatrist consultant and the GP consultee see the patient together \[[@r22]\]. Two models have been evaluated: the DAC (Diagnosis Advice Centre) model \[[@r70]\] and the POCO (Poortwachter Consultation) model \[[@r71]\]. In the DAC-model the patient visits the psychiatrist once and the psychiatrist sends the GP a consultation letter with a diagnosis and treatment advice. In the POCO model, the psychiatrist sees the patient in the primary care setting together with the GP, and provides both with a diagnosis and treatment plan. The GP remains responsible for the treatment \[[@r72]\]. In the Netherlands, most primary care consultant psychiatrists have a private practice \[[@r73]\]. Brunenberg et al. \[[@r74]\] found that they spent 4% of their time delivering consultations. In the Nijmegen region, since 2002 a Diagnosis and Treatment Centre (DAC) exists that performs consultations for GPs. In the POCO project in Amsterdam, from 2000 until 2003 on an annual basis up to 250 consultations were performed in 25% of the Amsterdam region GPs \[[@r75], [@r76]\]. After that, consultations started to be regularly provided on a supra-regional level. The Dutch Association of Psychiatrists, the Order of Medical specialists and the NHG trained at least 350 psychiatrists with a private practice nationally in consultation techniques together with hundreds of GPs, and this method is being performed in all regions. Mental Health Institutions (MHIs) contributed as well \[[@r77]\].

The *Project Steunpunt Tussen de Lijnen* \[Support Between the Lines\] showed that of all nationally registered consultations in primary care, 6.9% were delivered by a psychiatrist \[[@r78]\].

A survey in 436 GPs in Amsterdam showed that they asked consultation for patients with common mental disorders \[[@r74]\]. In an RCT that evaluated the effectiveness of the consultation model, depressive disorder (23%), anxiety disorder (43%) personality disorder (20%) and somatoform disorder (14%) led to a consultation request \[[@r71]\]. Psychiatrists can provide consultation to GPs aimed at diagnosis and indication for treatment, together with patient and GP. The focus of consultation is generally if and how the treatment can be provided in the primary care setting, and to instruct the GP accordingly, or otherwise to suggest adequate referral to the mental health care setting \[[@r79]\].

Registered psychiatric nurses {#s3i}
-----------------------------

In the Netherlands, most of the registered psychiatric nurses are in fact mental health nurses who work in a Mental Health Institution but who also support GPs in their primary care practice. The work that they do in the primary care setting consists, for 70%, of a diagnostic intervention in the sense of distinguishing between mental problems and mental disorder, and motivating patients for treatment \[[@r80]\]. In 65% of cases they also treat the patients in the primary care setting in five sessions (28%), or one session (13%). In 75% of cases, psycho education was given to the patient. The prevalence of disorders or problems was 36% for depressive disorder, 46% for psychosocial problems, 9% schizophrenia, 24% anxiety disorder, 5% somatoform disorder, and 15% personality disorder \[[@r81]\]. In most cases however, the registered nurses function as an intermediary between primary care practice and mental health setting, and arrange the referrals, also to themselves; this way, they function as a gatekeeper instead of the GP \[[@r82]\].

Discussion {#s4}
==========

In this study, several limitations have been noted. First of all, the literature on what kind of care is provided by what kind of professionals in the primary care setting and for which patients has not yet been established as such in systematic research. Clearly, an observational study would be needed to establish this. However, aided by extensive literature and by consultation of the experts and Associations, quite a complete overview of the state of the art in primary care can be formulated.

A second limitation is that the professional Associations might have given information that would reflect their policy. However, only a minority of the persons consulted represented the professional organisations. Moreover, the advice and information offered was checked whenever possible against the opinions and information of the independent experts.

A third limitation of the literature is that it tended to focus on what should be done, not on actual practice, for patients in the primary care setting. However, despite these limitations, the available literature provides some answers as to which type of professional provides what kind of care for patients with psychological disorders and problems in the field of primary care.

A fourth limitation of this study is that different professional organisations use different classification systems for mental problems or mental disorder. However, most of them used the DSM-IV categories as well. DSM-IV categories can be applied for syndromes, but also for symptoms, as mentioned earlier. Although the IC-PC gives this possibility as well, this is not used by most other professionals and can be easily transmitted to DSM-IV codes. For uniformity, the DSM-IV classification system was therefore used. This way, we made it possible to compare between professionals, including GPs.

Despite these limitations, some outlines can be identified as to what the different mental health professionals actually do.

The GP has a complex role in the process of providing care for patients with psychological illnesses and problems. He functions as the gatekeeper and also provides care himself. GPs seem to consider the diagnostics and treatment of common mental disorders as part of their task; for severe mental disorders, such as schizophrenia or bipolar disorder, they tend to refer their patients to Mental Health Institutions. Although initially adherence of GPs to guidelines was a low 10%, indications exist that this percentage is rising \[[@r83]\].

The social worker mainly provides practical and social interventions for clients with psychosocial problems. The primary care psychologist treats psychosocial problems and common mental disorders mostly by means of psychological interventions. While they state that 15 sessions are needed for treatments, most are given in 8--12 sessions. The clinical psychologist also seems to treat patients with common mental disorders as well as a great number of patients with personality disorders. They provide psychological interventions, mostly cognitive behaviour therapy, in up to 16 sessions.

The psychiatrist offers consultation for the GP, in the primary care practice or in his own practice. The registered psychiatric nurse treats patients in the primary care setting and enhances referrals to the Mental Health Institution. To what extent these professionals follow the available guidelines and provide evidence based care is still largely unknown.

Primary care---a market place? {#s4a}
------------------------------

Due to the changing reimbursement system and the lack of clear definition of expertise and responsibilities of the various professionals, the primary care setting has become a marketplace where many different professionals claim to be able to offer every type of treatment. This motivation does not necessarily reflect the actual needs of the patients. There is a lack of knowledge about actual treatment provided by the different specialties in primary care as related to the mental problems or disorder that exists. A clear description of professional responsibility as related to the patient and a clear definition of who is responsible for what, in case of more than one collaborating professional in the field, is duly needed. This should be elaborated with the Associations of the relevant specialties and professionals. Most Associations feel that the GP should remain gatekeeper and should keep the responsibility for the treatment if more professionals are involved with the patient, for example in case a registered nurse from an MHI comes to see the patient in the primary care practice, or in case of a patient with somatoform disorder who is treated by a medical specialist and a primary care psychologist. As some GPs have felt the fact that registered nurses tended to operate more on account of the Mental Health Institutions than as a support for the gatekeeper role of the GP, they embrace the fact that the government supports them in hiring nurse practitioners instead of psychiatric nurses from MHIs. What this will mean in terms of involvement of MHIs in integrated care models remains to be seen.

Distinction of appropriate treatment setting by GAF score {#s4b}
---------------------------------------------------------

If professionals treat patients in the primary care setting, a definition can be needed of a threshold above which treatment in the primary care setting is appropriate versus treatment in the mental health setting. Such a definition can best be driven by levels of functioning and a result of the expert consultation was that possibly the GAF code on Axis V of the DSM-IV might be used for that (see [Box 1](#tb003){ref-type="table"}).

This GAF score might be of great use for the primary care setting as in this setting general functioning of patients is very important as indication of severity of the disorder, need of treatment and treatment outcome. It could be a way to elaborate a division of treatment modes in the various settings along a spectrum of severity of mental disorders, as in a chain model or disease management model. However, the feasibility of this model should be evaluated in further research.

Disease management {#s4c}
------------------

Disease management is a chronic care model in which patients with a chronic and complex disease receive treatment in a chain model of care in which primary care, mental health care and other medical care are interrelated and in which a care manager oversees the treatment. In the chronic care model of Ed Wagner, the core is a productive interaction between a prepared, proactive team and an informed, activated patient, leading to improved outcomes at patient level \[[@r84], [@r85]\]. In a stepped care model, a continuous feedback loop on the primary care process is followed. The treatment is always started with the least invasive treatment as possible \[[@r86]\]. Such a model is, however, not always feasible, as some disorders require continuous invasive treatment, such as in case of Diabetes requiring insulin therapy. For such disorders, a matched care model, in which the invasiveness of the first step is dependent of the severity of the disorder, can be used \[[@r87]\]. In the USA, the collaborative stepped care model has been developed. This is a stepped care model in which a GP, a care manager (often a nurse) and a consultant psychiatrist work closely together \[[@r88]--[@r90]\]. In the Netherlands, a collaborative care model has been developed in which the patient plays an active role not only in the treatment, but also in the development of the treatment plan: the so-called contracting phase \[[@r91]\]. This treatment plan is evaluated regularly in order to improve adherence of patient and professionals to treatment \[[@r92]\]. Disease management goes even a step further: it includes collaborative stepped care in an organisational and research feedback loop, which can lead to a high societal impact.

Collaborative care: the preference of the patient {#s4d}
-------------------------------------------------

Depressive disorder is one of the most prevalent mental disorders that warrant treatment in disease management programmes. However, providing GPs and other professionals with guidelines and educational measures alone did not seem sufficient \[[@r93]\]. A collaborative care model \[[@r94], [@r95]\] has been proven to be the most effective so far \[[@r96]\]. Adherence to treatment by patients as well as GPs and care managers is of paramount importance for attaining remission of depression \[[@r97]\] and collaborative care is the most effective intervention model in terms of enhancing adherence \[[@r98]\]. Key predictors of depressive symptom outcomes in a collaborative care model included systematic identification of patients, professional background of care managers (CMs), method of specialist supervision of CMs and medication compliance \[[@r89], [@r90]\]. Establishing a stepwise screening method in order to identify high risk patients with depressive disorder and to offer those high risk patients treatment is essential \[[@r100]\]. In collaborative care, the opinion of the patient about his illness and the proposed treatment is a main focus. Compliance and adherence to treatment are prioritized. The choice of treatment is secondary, as all treatment options offered to the patient are derived from the multidisciplinary guideline and thus can be considered effective in principle. The underlying philosophy is that a motivated patient will adhere to treatment and thus the intervention will be more effective. In a collaborative care model, treatment is provided by at least two out of three of the following \[[@r11]--[@r13]\]: (1) the General Practitioner (GP), (2) a care manager (CM) and (3) a psychiatrist. They establish a treatment plan together with the patient, based on Guidelines for Depressive disorder, and they monitor the treatment following a stepped care procedure with the PHQ9 as indicator for monitoring \[[@r91], [@r92]\].

The challenge: how can integrated care be developed in the primary care setting? {#s4e}
--------------------------------------------------------------------------------

As it is now, the evidence for effective treatment of common mental disorders is accumulated in the guidelines and professionals are available in the primary care setting. A rise in adherence to these guidelines can be seen, at least in GPs. However, the challenge is to treat 80% of mental disorders which can be treated in the primary care setting, and thus effectively provide a cure for them. This might be established by disease management programmes for the most prevalent disorders, that is: depressive disorder, anxiety disorder, and somatoform disorder. These are all chronic and complex disorders with multiple co-morbidity. Then, insurance companies might be provided with clear-cut indications. More specifically, clearly described steps are needed for a collaborative care module in which it is clearly indicated which professional takes responsibility for what (part of) the treatment in a multidisciplinary team, and that also indicates who is finally responsible. Care management should be clearly defined as well as the overview task of the GP, in order to enhance integration of care. Clearly defined DBCs, specifically tailored for the primary care setting should be developed with definition of criteria for referral to mental health settings. Collaborative stepped care would require clear definition of evaluation points and psychiatric consultation for decision support. It would be to the benefit of the patients if screening for mental disorder would be performed by nurses, case definition and contracting by GPs, and care management by GP and care manager by whom psychologists could be hired to perform specific treatments. The consultant psychiatrist could provide advice in more complex cases or at scheduled evaluating points. The GAF could be used to indicate when a patient would better be treated in the MHI setting. The GP can, this way, remain gatekeeper of the referral path to mental health care, and remain responsible for treatment of mental disorder in the primary care setting of a multitude of patients, thus enhancing pathways of integrated care in the primary care setting.

Conclusion {#s5}
==========

Observational research investigating actual treatment modes for patients with mental disorder in the primary care setting is needed. There is no clear distinction of expertise and tasks between the various professionals in primary care. Notably, the distinction between different psychotherapeutic treatment modes provided by psychologists is hard to make. Different professionals use different classification systems, even though the DSM-IV can be used for both mental disorder and psychosocial problems. An alternative way of classifying patients, that takes into account not only mental disorder or problems but especially the level of functioning, is proposed and feasibility of this model should be explored in further research. However, the present situation, with many different professionals available to provide care, with access to guidelines for the most prevalent mental disorders, and with new possibilities for reimbursement, can facilitate development of integrated care models in which primary care and Mental Health Institutions provide care for patients together. Collaborative care models, including stepped care, are recommended, including an explicit description of the delineation of tasks and expertise for different types of professionals in this setting, based on this adapted level of classification. Research is needed to assess the actual treatment modules in correlation with patient diagnostic classification for the different professions in primary care. Research is also needed to evaluate the feasibility of the GAF code as a means to determine if treatment should occur in the primary care setting or otherwise. In collaborative care models professional responsibilities should be clearly differentiated in order to facilitate integrated care in the primary care setting.

This article was at first presented as a lecture at the International Conference on The Future of Primary Care in Europe, Utrecht, The Netherlands, October 11--13, 2006.
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###### 

Prevalence in % of mental problems and disorders of primary care patients as established by various professionals.

  ------------------------------------------------------------------------------------------------------------------------------------------------------------------
  Mental disorder or mental problem            Prevalence by                                                                                           
  -------------------------------------------- ------------------------------------------------- --------- ------------------------------- ----- ----- -------------
  **Mental disorder**                                                                                                                                  

  Depressive disorder                          2% annually                                       Unknown   24.3%                           45%   23%   36%

  Anxiety disorder                             0.7% anually                                      Unknown   17.9%                           26%   43%   24%

  Somatoform disorder                          0.06--0.65%                                       Unknown   Unknown                         3%    14%   5%

  Schizophrenia and other psychotic disorder   0.15%\                                            Unknown   --                              1%    --    9%
                                               (0.06% schizophrenia 0.09% affective psychosis)                                                         

  Adjustment disorder                          Unknown\                                          Unknown   12.8%                           17%   --    
                                               Surmenage in 0.8%                                                                                       

  Addiction                                    Unknown                                           Unknown   8.2%                            30%   --    

  Personality disorder                         0.14%                                             Unknown   7.2%                            22%   20%   15%

  **Psychosocial problem**                                                                                                                             46%

  Family problems                              0.4%                                              36%       14.5% has relational problems   --          Unspecified

  Problems in the social environment           0.1%                                              31%       Unknown                         --          Unspecified

  Educational problems                         0.1%                                              1%        4%                              --          Unspecified

  Work problems                                0.4%                                              6%        10%                             --          Unspecified

  Housing problems                             0.1%                                              7%        Unknown                         --          Unspecified

  Financial problems                           0.03%                                             11%       Unknown                         --          Unspecified

  Problems with access to care                 0.06%                                             Unknown   Unknown                         --          Unspecified

  Problems with police                         0.01%                                             Unknown   Unknown                         --          Unspecified

  Other psychosocial problems                  Unknown                                           Unknown   Unknown                         --          Unspecified
  ------------------------------------------------------------------------------------------------------------------------------------------------------------------

###### 

Interventions provided to primary care patients as established by various professionals

  Type of intervention                    Given by                                                                                                                                                                                                                                                                                                                                                                                                                                       
  --------------------------------------- ------------------------------------------------------------------------------------------------------------------------------------------------------------- ----------------------------------------------------------------------------------------- ------------------------------------------- ---------------------------------- ------------------------------------------------------------------------------------------------------- ----------------------
  **Diagnostic methods**                  Annually at least 2% of patients with depressive symptoms and at least 0.7% of patients with anxiety symptoms. Unknown for other mental problems or illness   Unknown                                                                                   34.9--40%                                   1%                                 4.0--6.9% consultation by seeing the patient and providing the GP with a diagnosis and treatment plan   70%
  **Crisis intervention**                 Unknown                                                                                                                                                       2%                                                                                        Unknown                                     Unknown                            --                                                                                                      24%
  **Minimal intervention**                Unknown                                                                                                                                                       15% (information and advising)                                                            2.5% (psycho-education) Self help unknown   Unknown                            --                                                                                                      75% psycho-education
  **Practical and social intervention**   Unknown                                                                                                                                                       72% (59% psychosocial treatment, 3% supportive treatment, 7% mediation, 7% social help)   15--28.2%                                   2%                                 --                                                                                                      13% one session
  **Psychological interventions**         Unknown                                                                                                                                                       --                                                                                        80.5--83%                                   83% mostly CBT                     --                                                                                                      28% five sessions
  **Biological interventions**            In 68% of depressive episodes, and 41.8% of anxiety disorders. Unknown for other mental problems or illness                                                   --                                                                                        --                                          16%, 15% in combination with CBT   --                                                                                                      --
  **Non-specific intervention**           Unknown                                                                                                                                                       --                                                                                        1%                                          Unknown                            --                                                                                                      --

###### 

Use of GAF score as threshold for treatment in primary or secondary health care

  --------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
  If a patient suffers from a condition classified as a V code on Axis I, this is a psychosocial problem requiring treatment in the community or in the primary care setting, depending on the GAF code. In case of a GAF of \>60 treatment could be provided in the community setting. This would be prevention and not primary care treatment by the GP. In case of a GAF score of 60--40, treatment should be provided by the GP in the primary care practice; in case of a score of \<40, referral to the mental health setting for treatment should be effectuated. In case of Axis I codes other than V codes, treatment should be provided in primary care or mental health care dependent on the GAF scores.
  --------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
